Oesofago- Gastro-Duodenoscopy (OGD) 
The open access system allows all practitioners to refer the patients for OGD with a short waiting list of 1-6 days. This system does not require a prior consultation of a gastroenterologist. This system is adopted now in most institutions to avoid delay in the diagnosis of patients. There are different guidelines stating endoscopy as an initial evaluation for dyspepsia or dysphagia especially if age is more than 40 or 45 years. 1, 2 While some advocate restricted use of
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endoscopy and consider it unnecessary in dyspepsia without alarm symptoms below 45 years of age. 3 Open-access gastroscopy in primary health-care offices significantly reduces NSAID-related ulcer mortality and may also reduce overall ulcer-related hospitalizations. 4 The aim of the study was to evaluate the difference in the presenting complaints in the two age groups and to see the difference in outcome of the endoscopy in both groups.
METHODS
This retrospective study was conducted in all patients presenting in Indira Gandhi Medical college endoscopy unit in one year through open access system for OGD. Their referral diagnosis, chief complaints, age, sex, address, and OGD findings were recorded. Dyspepsia was defined as persistent or recurrent abdominal pain or abdominal discomfort, centred in the upper abdomen, with duration of at least 3 months. Discomfort was characterized by early satiety, postprandial fullness, nausea, retching, upper abdominal bloating, anorexia, heartburn and/or regurgitation. A circumscribed break in the mucosa with a considerable depth (>5 mm), covered with exudate, present in the pre-pyloric, pyloric or duodenal bulb region, was classified as duodenal ulcer (DU). Gastric ulcer (GU) was diagnosed when the above-described mucosal defect was located at the angulus or above. Gastric or duodenal ulcer was diagnosed in the case of either an active ulcer or a deformity of the duodenal bulb. GERD was diagnosed in the case of apparent (haemorrhagic, erosive or ulcerative) mucosal alterations. In the case of specific findings (gastric ulcer, polyps, erosions, cancer), biopsies were taken for histological assessment. The findings of OGD were divided into gastric ulcer (GU), duodenal ulcer (DU), varices, erosions, mass/new growth, GERD, abnormal looking mucosa etc. The patients were divided based on age into two groups. Group I age less than 45 and Group II 45 yrs or older. The findings were recorded and analyzed and comparison was made between the two groups especially the presenting diagnosis, age, and sex distribution and OGD findings.
RESULTS
Total of 1186 patients underwent OGD; the females were 451 (38%) and males were 735 (72%). The mean age was 44 yrs with age range of (12-85 yrs). 213 (18%) were more than 60 yrs old, 616 (52%) were in Group I. Overall, 735 (62%) had normal OGD with mean age of 42 yrs. When analyzed separately those who were in Group I (total no. 616) had more chances of a normal OGD i.e. 431 (70%) normal endoscopy as compared to the Group II (total no. 570) with OGD normal in only 302 (53%). The main difference in both groups was the incidence of mass lesions/ new growth on OGD ( Table 1 ). The Group II mass lesion constituted 34/267 (13%) of the abnormal findings (total 267) as compared to Group I in which 10/185 (5%) of the abnormal OGDs (total 185) showed mass lesion. The incidence of gastric ulcer was more 56/267(21%) of abnormal findings (total 267) in Group II as compared to 22/185 (12%) in Group I.
The presenting diagnosis in two groups was similar and comparable and both groups ( Table 2) had similar profile of presenting diagnosis except for increased incidence of dysphagia in Group II 33 (6%) as compared to 10 (2%) in Group I. After analysis we found that despite similar presenting complaints in both groups, the patients in Group II are more likely to have abnormal endoscopy results. All the complaints were seen more commonly in males except dysphagia which was seen more frequently in females. In patients presenting with dysphagia, abnormality at OGD were found in 30(65%) patients, and a major pathology was found in 20(42%) and female gender with this finding was more common in our study 28(60%). All the findings on OGD were commoner in males except the mass/new growth which was seen more commonly in females.
DISCUSSION
Less than 45 years is an age at which, according to different guidelines, referrals are not indicated because organic diseases are rare 3 . Structured and supported recommendations for both undiagnosed and endoscopically investigated dyspepsia have been proposed to avoid unnecessary endoscopies. Some favour increased investigation to detect Barrett's oesophagus and carcinoma. However, there is inconclusive evidence that patients without alarm signs will benefit subsequently from endoscopy, while investigation involves a small but real risk of harm.
3 But our study clearly shows that approximately 30% patients had abnormal endoscopy findings in < 45 yrs. And most common (55%) were PU, also 6% of the total abnormalities detected were mass lesion/new growth which is an ominous finding.
OGD is an effective and an appropriate tool for the initial evaluation of patients presenting with dysphagia. Early OGD should be considered, particularly, in male patients aged more than 40 years old who concomitantly report heartburn, odynophagia, or weight loss. 2 In one study abnormal findings at OGD were found in 70% of the patients, and a major pathology was seen in 54%. Male gender, heartburn, and odynophagia predicted the presence of major pathology. 1 Our study was in contrast to the findings of this study as female gender was more common in our study (60 %). Abnormal findings at OGD were found in 65% patients, and a major pathology in 42%.
The most common presenting complaint was dyspepsia as is seen in all age groups. In the Group II, the positivity rate of dyspepsia is higher as compared to the Group I. The most common finding in patients with dyspepsia was peptic ulcer disease followed by mass or growth visible on OGD requiring biopsy. The second most common complaint bringing these patients for OGD was Upper gastrointestinal (UGI) bleed which had a high positivity rate. Most cases were due to peptic ulcer disease in our group of patients. Another group was of patients presenting with dysphagia, which is the most ominous of the presenting complaints with a high positivity yield in our study. Other findings were esophageal varices, gastric outlet obstruction and reflux esophagitis, which were not very common.
The referral diagnosis was comparable in both groups except for slight higher percentage of dysphagia in Group II. But the positivity rate of OGD was 47% in Group II as compared to 30% in the Group I despite similar presenting complaints. GERD was more common in Group I. Gastric ulcers and mass lesions/new growth was more common in Group II with almost double percentage. The increased incidence of peptic ulcer disease in the elderly holds true in our cohort also and our findings are consistent with the other studies in elderly. Varices and mass/new growth lesions were the other common findings which were found in this cohort whether they present with dyspepsia, UGI bleed, or dysphagia.
There is a need to emphasize the early OGD in the Group II, especially in patients with alarm symptoms, persistent dyspepsia despite treatment, UGI bleed, and dysphagia. The yield of OGD is high, and timely treatment can reduce the morbidity in the population with UGI complaints. At the same time the need for endoscopy in younger patients cannot be ruled out, because we will be missing many early cases of mass lesions/ new growths.
